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MISSION STATEMENT 
To provide opportunities for information sharing between midwives and to 
promote the profession of midwifery and the need for appropriate legislation so 
that midwives in ~ewfoundland and Labrador are publicly funded to provide 
evidence-based midwifery care for childbearing families in this province. (2005) 
This Newsletter cont~ins the correspondence relating to the complaint submitted to the 
Citizens' Representative, infqrmation about MCP2, and about the revised NRP. Also, there is news 
from around the country and from Britain. 
Midwifery news items, and contributions are welcomed. Those who submit items are 
responsible for obtaining permission to publish in our Newsletter. The Editor does not accept this 
responsibility. Items for the next Newsletter should be submitted by the end of August. 
Pearl Herbert, Editor, (pherbert@mun.ca) 
AMNL General Meeting, 
Monday, September 18, 2006, 4:00p.m. (Island time) 
Call in: 709-737-7239, ID 12267, Trouble No.: 709-737-6654. 
In St. John's the conference call will be taken at Telemedicine, HSC. 
25 Years of Protecting Breastfeeding 
World Breastfeeding Week, August 1-7,2006 
Canada Breastfeeding Week, October 1-7,2006 
AMNL is a member of a working group led by ARNNL to develop a joint position 
paper on Breastfeeding. The goal is to have a draft position paper ready for October. 
Breastfeeding ... Back to Basics 
November 2-3, 2006, Corner Brook 
Keynote Speaker: Linda Smith, International Lactation Consultant Association 
Fee: $100.00. Contact: Denise Tulk, Education Coordinator WRIHA 
dtulk@healthwest.nf.ca 709-63 7-5000 
Executive Committee 
President: Kay Matthews, MUN School of Nursing, HSC, Prince Philip Driveway, 
St. John's, NL, A1 B 3V6 Secretary: Karene Tweedie 
Treasurer: Pamela Browne Cosigner: Susan Felsberg 
Past President: Karene Tweedie Newsletter Editor: Pearl Herbert 
Home page: http://www.ucs.mun.ca/~pherbertl Newsletter in HSLibrary: WQ 160 N457n 
Complaint (#119CF03) to the Citizens' Representative 
As mentioned at the AMNL 2006 AGM and reported in the March 2006 AMNL Newsletter 
(page 2), a letter had been received regarding a complaint submitted to the provincial office of the 
Citizens' Representative on April 3, 2003 on behalf of the AMNL midwives who had been 
appointed to the Midwifery Implementation Committee (except for one midwife who declined to 
be included). For the benefit of those who were not members of the AMNL at that time, and for the 
record, the complaint and correspondence are given below: 
Complaint: 
Which authority (government agency/department) is your question of complaint about? 
Department of Health and Community Services, Confederation Building. Regarding the Midwifery 
Implementation Committee (1999-2001) to which the provincial government appointed members. 
Who have you dealt with? 
Ministers of Health and Community Services, Joan Marie Aylward and then Gerald Smith. 
Reginald Coates, Director of Legislative & Regulatory Affairs, Dept. of Health & Community 
Services, (rcoates@gov.nf.ca). Morgan Pond, Program & Policy Development Specialist & 
Program Services Branch, Dept. of Health and Community Services (mpond@gov.nf.ca)- was the 
liaison person between the MIC and the Dept. The Chairpersons of the MIC were: Brenda 
Fitzgerald (for first 5 months), and then Karen McGrath (for the remaining 20 months), who have 
now both moved. (The MIC met between October 1999 and October 2001). 
Summarize your complaint and any steps you have taken to try to resolve it: 
3.1 Members of the AMNL were misled regarding midwifery legislation. 
The members of the AMNL on the MIC were led to believe that midwifery legislation was going to 
be a reality. At the first MIC meeting on October 20, 1999, "Honourable Joan Marie Aylward 
addressed the Committee indicating that enabling legislation regarding midwifery could go forward 
at the Fall sitting of the House of Assembly if the Committee felt that it was feasible. The Act 
could be passed this Fall and the regulations developed as the second phase of the implementation 
process". 
On December 7, 1999, the members were told that the Dept. of Health & Community Services was 
"researching the feasibility of' a Canopy Act. "B. Fitzgerald noted that this may mean that 
legislation may not be passed this fall. However, every indication has been given that there is a 
firm commitment from the Department for the regulation of midwifery". On February 3, 2000, this 
commitment was reiterated, but "may take upwards to two years". May 15, 2000, "R. Coates ... 
provided an update on the progress of midwifery legislation. A policy paper has been provided to 
Cabinet to seek opinion on the notion of a Canopy Act. ... The legislation is planned to be 
presented to the House in the Fall of 2001 ". September 29, 2000, "Cabinet has asked the Office of 
Legislative Counsel to move ahead with drafting of both Midwifery regulations and a Canopy Act 
framework". January 26, 2001, "The timing of legislation for the Midwives (and the Canopy Act) 
is still anticipated to be the Fall of2001. There may be draft legislation this summer". September 
20, 2001, "The target date for introduction of legislation is still Fall, 2001 ". 
After the MIC had completed its mandate a letter was received from Morgan Pond and Karen 
McGrath, dated January 20, 2002, stating "Subsequent consultations with legislative and 
Regulatory Affairs indicated Midwifery to still be a priority but with a revised target date of Fall 
: 3 
2002 ... there still exists preparatory work on the canopy act proposal. .... This revised target date 
should not be seen as a reduction in the level of commitment by the Department but as a 
reaffirmation of the original intent to allow Midwifery practice within the Province of 
Newfoundland and Labrador". 
A letter dated July 29, 2002, from the Minister stated that "the Department would like to move 
midwifery forward in some concrete fashion". 
A letter dated October 10, 2002, from the Minister stated that" it has been decided that self-
regulation of the midw-ifery profession will be temporarily postponed". 
February 12, 2003, e-mail from Reg Coates, regarding the canopy act "Unfortunately in our cross 
country surveys and consultations, we were not able to find a legislative model to draw from". 
Also stated is that because of small numbers "midwifery as an occupation could not meet a 
significant criteria for self-regulation". [The names of more than 20 midwives who were interested 
in becoming registered were obtained by the MIC in January 2001]. 
3.2 Members of the AMNL wasted much time preparing materials for the MIC. 
The members of the MIC were told at the meeting on November 9, 1999, "that the Committee's 
mandate is to provide advice not only for the development of legislation but for the full 
implementation of midwifery services .... To accomplish the work subcommittee's will need to be 
established". The AMNL members then joined two or three of the subcommittees. 
An approximate number of hours spent attending meetings was for the main MIC meetings: 50 
hours; Scope of Practice subcommittee: 31 hours but then much work was carried out by 
individuals and in groups to develop 18 documents; Education and Licensing subcommittee: 20 
hours but much work was carried out by individuals and in groups to complete a number of tasks. 
Communications subcommittee met fewer times. 
In educational institutions it is estimated that every hour in the classroom needs three hours of 
preparation. Using this formula and applying it to the MIC and subcommittee meetings that means 
that more than 400 hours were spent by most members preparing materials. The AMNL members 
did not begrudge volunteering their time if legislation was going to become reality. However, now 
AMNL members feel that they have been treated with disrespect and that all the time they spent 
was considered inconsequential by government. 
3.3 Members of the AMNL question what information was given to the Minister. 
No Final Report of the MIC has been prepared, other than a binder of Minutes, documents, and a 
one page overview. There is no mention of midwifery in Canada; no mention of the main points 
from the MIC meetings; no mention of points considered being essential to include in legislation; 
no mention of the potential shortages of professionals as was highlighted at the national conference 
on the Future of Maternity Care in Canada and reported to the January 26, 2001, MIC meeting; no 
mention of the list which was compiled of the midwives who are interested in becoming registered; 
no mention of the transitional board which would be needed to assess future midwives for risk 
management purposes prior to the implementation of a midwifery act. 
Although we understand that we cannot view the actual briefing paper we would have expected 
that a chapter summarizing all the work of the MIC would have been written. This could have been 
of assistance to the Minister and to others in future follow-up for midwifery legislation. It was 
expected that a Final Report would have been distributed to all members of the MIC. 
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Did you file an appeal or apply for a review? 
Yes. We have written to the Minister: May 3, 2002, and September 20, 2002. We have e-mailed 
and spoken on the telephone to Morgan Pond and to Reg Coates. 
Why do you believe the actions are unfair? 
As stated in #3, we were misled about midwifery legislation being imminent, the number of 
midwives interested in being registered and the numbers which the present birth rate could 
accommodate were quickly known. The fact that the canopy act does not exist in Canada should 
have been known (we were often being told that it would be similar to the umbrella acts in British 
Columbia and Ontario). Being misled then resulted in members voluntarily spending much time 
preparing documents which are not going to be used for legislation. The Final Report does not 
provide a summary, nor was a Final Report made available to all appointed members of the MIC, 
as mentioned above in #3.3 . . 
How can this complaint be settled? 
The AMNL members would like to be able to proceed to the next step, with a transitional board so 
that midwives who wish to consider registration can commence preparing. The teaching modules 
need to be written, and money needs to be available for these. It is estimated that this will take at 
least two years. Therefore, legislation to enable this is needed, even if linked with another Act and 
then reviewed in two to three years, when the Midwifery Act can be implemented. 
The Government ofNewfoundland's Act Respecting the Practice of Midwifery, still exists, and to 
amend this so that the work recommended by the MIC may continue. It will take two to three years 
for this work to be completed, and then review how midwifery in this province will be provided. 
If you consider the matter urgent, explain why 
Women in this province are requesting midwifery care as is available in five other provinces. It is 
noted that in these provinces legislation was passed because of an "incident" which resulted in 
courts recommending that midwifery legislation be passed (and Alberta only had 15 midwives to 
start with). We do not want either a mother or a baby to be the subject of such an occurrence in this 
• province. 
I Pearl Herbert on behalf of the AMNL MIC members hereby authorize the Citizens' 
Representative and/or his agents to access any and all documentation and written information or 
otherwise pertaining to our complaint, in accordance with Section 31.( 1) of the Citizens' 
Representative Act. 
Signed: Pearl Herbert, Pamela Browne, Kay Matthews, Karene Tweedie. 
Date: April 3, 2003 
An acknowledgement of receipt of the complaint was sent on April11, 2003. 
Subsequent Correspondence 
On August 25, 2003, an-email was received froin Fraser March stating "File 119CF03 is 
undergoing preliminary review. You will be notified of developments." 
• 
On January 30, 2004, another e-mail received said: "Thank you for your e-mail. Your 
complaint is being reviewed as quickly as possible, The Citizens' Representative has 600 
investigations ongoing arising from the 1272 complaints received in 2002. As well the Citizens' 
Representative has 500 investigations in process from the 900 complaints received in 2003. 
Additionally 50 Complaints are received each month. Inefficiencies are created by the need of the 
House of Assembly to micro-manage the office of the Citizens' Representative. Not your problem 
but the above influences the progress of your matter." 
Then there was a review of the Office of the Citizens' Representative. 
On March 27, 2006, a letter was sent from the Citizens' Representative office stating that: 
As a result of a recent internal audit of files within the Office of the Citizens' 
Representative it has come to our attention that a report has not been issued with respect to the 
above-named complaint made by you against the Department of Health and Community Services. 
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The current Acting Citizens' Representative cannot comment on what the previous 
Citizens' Representative may have advised you with regard to the investigation of your complaint 
or what direction and instructions Mr. March may have given the staff of the Citizens' 
Representative Office with regard to the investigation into your issue. However, since I was 
appointed Acting Citizens' Representative a comprehensive review of your file has taken place and 
a full team approach undertaken to adjudicate the substance of your allegations. 
Your complaint alleged that the Association of Midwives ofNewfoundland and Labrador 
(AMNL) were led to believe that midwifery legislation would become a reality in 1999. 
Furthermore, you allege that representatives of the Department of Health and Community Services 
continued to mislead you into thinking that legislation was imminent for a number of years 
following the Midwifery Implementation Committee study. While we have not formally 
investigated this allegation, it is our belief that the assurances made to your association were made 
in good faith by senior staff members of the Department. It is no uncommon for senior staff to trust 
that proposed bills are about to become law, then to come to realize that this assumption is not 
correct. 
The decision not to implement legislation pertaining to midwifery is a Cabinet decision and 
as such is outside the scope of the investigative powers of the Office of the Citizens' 
Representative. 
Section 19 (a) of the Citizens' Representative Act states: 
Nothing in this Act authorizes the Citizens ' Representative to investigate a decision, 
recommendation, act or omission of the House of Assembly, the Lieutenant-Governor, a committee 
of the House of Assembly, the Lieutenant-Governor in Council, the Executive Council or a 
committee of the Executive Council. 
Decisions to pass legislation or not, are beyond the scope and mandate of the Office of the 
Citizens' Representative. 
We sincerely apologize for the long delay in reporting on your complaint and regret that 
you were not notified sooner that your matter could not proceed as a formal investigation by the 
Office of the Citizens' Representative. We urge you and your fellow members of the AMNL to 
continue to lobby your MHAs to have this issue addressed. This file is now closed. 
Yours truly, 
(signed) Robert J. Jenkins 
Citizens' Representative (Acting) 
Neonatal Resuscitation. The committee met in St. John's on June 11. The new program was 
launched on June 12. This is based on the American program but has footnotes to show what is 
different in Canada. [I gather that there are several differences which need to be noted.] 
http://www.cps.ca/englishlprodev/NRP/springsummer2006.pdf 
http:/ /www.aap.org/nrp/nrpmain.html 
MCP2 
The final report of the MCP2 in now available in parts. The following will be available on request 
(free to CAM members): A CD with all the documents 
A ring bound summary of the project with the modules that comes with a CD. 
A binder version of the same (for institutions that want to make copies of the modules). 
The website (with all the documents in PDF for download) will be maintained for I year. 
http://www .mcp2. ca 
Canadian Health Services Research Foundation. Evidence Booster. (June 2006). "Allow 
midwives to participate as full members of the healthcare team." 
Some Happenin~:s Around the Country 
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British Columbia. There are still reports of"unregistered midwives" practising in BC. Parents 
may hire such a person after registered midwives have advised against a home birth. For example, 
parents who have a baby with a breech presentation, and even sometimes want a water birth for 
such a presentation. The babies die. One such instance was reported in the Vancouver Sun, May 18, 
2006. The College of Midwives ofBC regulates midwives and ensures its members are qualified 
and competent. "Midwife" is also a protected title. "Unregistered midwives" may not have up to 
date birthing and NRP skills. 
Atlantic Centre of Excellence for Women's Health. The ACEWH has developed a fact sheet 
about midwives. This may be seen on the ACEWH web site at: 
http://www.acewh.dal.ca/pdf/Want-To-Know_More_About_Midwives.pdf 
New Brunswick (May 13, 2006). The stakeholders who participated in the ACEWH Round Table 
held in Halifax last November have formed a provincial Maternal and Newborn Care Working 
Group. The first meeting was held on Februaryl7, and attended by mothers, nurse managers, 
obstetricians, the Deputy Minister for the Status of Women, a Doula, a midwife, an aboriginal 
leader, two nursing professors, and government bureaucrats. Several participants claimed they were 
absolutely happy with the status quo (36% cesarean rates in the north, second highest rate of 
readmission after cesarean sections in Canada, lowest rates of breastfeeding, increasing rates of 
postpartum depression.) Three working groups were formed. At the April28 meeting the questions 
for a basic survey of provincial maternity services were finalized. It was decided to postpone a 
CURA proposal until next spring in order to enable a more thorough consultation process. The 
proposal for government sanction and funding was redesigned, and will be completed by the 
Women's Issues Branch. It is hoped that funding will attract professionals from the areas of the 
province not yet represented. 'Appropriate caregivers' will be discussed, and the subject of 
'midwives' introduced. They are fortunate that the new Health Minister supports the concept of 
midwifery. 
. . 
Quebec. Nunavik women giving birth closer to home. "It is much more comfortable being cared 
for by Inuit". Jane George in Nunatsiaq News, May 12, 2006, pages 8-9. 
A growing number of women who live along Hudson Bay and Hudson Strait in Nunavik 
are able to have their babies in or near their home communities through a system of midwife-run 
maternity units. The home-grown and supported services are a source of joy and pride to the 
communities, as the recent celebration of Salluit's own Irnisursiivik Maternity shows. On March 
21, Imisursiivik held its official opening, two years after the birth of the first baby at the unit. Of 
the babies born in Salluit since 2004, 69 have been born at the maternity unit located in the 
community's new, ultra-modem health clinic .... 
Community members went on the record, saying: 
* "Birth is not always smooth. This is important. There are high risk and low risk. There should 
be no blame if something bad happens, like the baby or the mother dies. The traditional way of 
living was without blame when something tragic happened." 
* "Everyone understands that some women - the ones with a chance for complications go South. 
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But those who are healthy should stay." 
* "It is much more comfortable being cared for by Inuit. It is important to teach Inuit to take care 
of births." 
* "The health administrators say they have no money. Well our families don't have much money 
either. When a woman goes south or to Puvimituq, she needs to take money for living expenses. At 
home that money is needed to buy food and pampers for her kids. Everyone is hurt a bit when she 
leaves." 
Stonier and Tayara received permission to deliver pre- and post-natal care, but, then, babies started 
being born at the maternity, mainly due to Salluit's legendary poor weather. The first birth was a 
"beautiful, beautiful, beautiful birth," recalled Stonier, with the young mother's entire family there 
to celebrate the occasion. Some Inuulitsivik doctors were angry afterwards, she said, but they soon 
realized "that a life without meaning is much more dangerous." Irnisursiivik represents an 
extension of midwifery services, which have been offered since 1986 on the Hudson Bay coast 
from the Inuulitsivik maternity unit in Puvimituq. Salluit was at that time designated to be the third 
site for a maternity unit following the opening of Inukjuak's unit in 1998. Salluit's goal is to create 
a team of four or five senior Inuit midwives, supported by rotating midwives from the South to 
provide back-up and training. 
Results from Inuulitsivik's two other maternity units are already impressive. During its first year of 
operation, Inukjuak transferred about 56 per cent of the women either to Montreal or Puvimituq. 
The transfer rate is now about 14 to 21 per cent. There has been no rise in the number of medevacs. 
Inuulitsivik's maternity in Puvimituq succeeded in reducing transfers to the South from 91 per cent 
in 1983 to less than 9 per cent in 1998. The prematurity rate went from approximately 11.4 per cent 
in 1983 to 7.4 per cent in 1997. And most intervention rates remain far below those in the South. 
The midwives see every pregnant woman weekly, and provide full care- in Inuttitut- during labour 
and delivery. Home visits are made daily in the first week following the birth. Midwives follow the 
woman and baby until six weeks after the birth. However, in communities where the relationships 
between the women and the midwives are lifelong, care and counseling for mothers and babies 
usually extends far beyond that period, say midwives. 
Nunavik now also has a midwifery association, which was created at the First Midwifery Gathering 
on Nov. 24, 2005. This association provides a forum for Nunavik midwives to discuss midwifery 
issues, to work towards the official recognition of Inuulitsivik midwifery services and to support 
the development of midwifery services throughout Nunavik. 
http://www.nunatsiaq.com/news/nunavik/60512 02.html 
The benefits of midwifery. Nunatsiaq News, May 12, 2006. 
Midwives are quick to point out the many advantages of bringing birth back to their communities: 
* less disruption, practical and financial, for families separated at the time of birth; 
* maintenance of cultural traditions related to birth; 
* participation of all generations in events related to the child-bearing cycle; 
* continuity of care; 
* less money spent in the long term on transport, boarding, medevacs, and unnecessary testing; 
* more money to put into community health programs; 
* more local employment and health care leadership in the community; 
* care in Inuttitut, leading to better understanding and confidence; 
* increased autonomy for women and the population in general; 
* more emphasis on preventive care, health promotion and public education; 
* spreading of common knowledge related to mother and child care throughout the community; 
* fewer women going south due to preventable problems; · 
* possibility for women to have increased knowledge, skills, and motivation to care well for 
themselves and their babies; 
* possible increase in self-esteem, motivation and community cohesion and fewer suicides, 
depression, and family violence due to strains of separations. 
http://www .nunatsiaq .com/news/nuhavik/ 60 512_03 .html 
Nunavut. Arctic College set to deliver made-in-Nunavut midwives. Two students the first of 
dozens to deliver babies closer to home. Sara Minogue. Nunatsiaq News, May 12, 2006. 
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The first students entered the midwifery training program launched last fall at Nunavut 
Arctic College in Rankin Inlet. By June, they'll be certified maternity care workers, able to work 
with new moms and babies and teaching the public about maternal health care. Next fall, they go 
back to school to complete year two of the midwifery diploma program, where they'll be 
supervised by a certified midwife, and will be certified themselves by the end of the year. Then 
they have just one more year to go, working as interns before they are able to start working on their 
own. The goal is to bring birthing back to the communities - and ultimately help end, or reduc~, the 
practice of sending women south to deliver babies .... 
Nowyah Williams was hired as a maternity care worker at the Rankin Inlet birthing centre when it 
opened in 1993. "I had dreams to become a certified midwife," she said. But because it took so 
long to get training, she eventually moved on to the government department that got the job done, 
and is now the Government ofNunavut's coordinator for regional maternal/newborn health 
services .... Six more students are to enter the program this fall - three from Rankin Inlet and, 
ideally, three from Arviat. Arviat has one of the highest birth rates.in Nunavut, which is why it 
was selected to receive a new birthing centre, where the three midwives will eventually return, 
Williams said. "Hopefully we can keep setting up birthing centers across Nunavut." That fits with 
Nunavut's commitment, made by Health Minister Leona Aglukkaq in the legislature last 
November, to have more than two dozen people qualified to work in maternity care and midwifery 
by June 2008. Williams has already seen the impact of the birthing centre on Rankin Inlet, where 
half of the babies delivered in 2000 were from surrounding communities. Before the opening of the 
centre, these mothers would have been sent south .... Two consultants have been hired to develop 
the course curriculum in Rankin Inlet, and to work on new policies for the resulting midwives. 
. ' 
. 
• 
. 
• 
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Elders also contributed, through two meetings held in Rankin Inlet, which addressed the cultural 
components of delivering babies. That material will be included in the Inuktitut curriculum that is 
now being developed, and should be ready this fall. Some of that curriculum could eventually be 
included in the aboriginal midwifery education program developed by the University College of the 
North, based in Manitoba. 
http://www .nunatsiaq .com/news/nunavut/60 512_09 .html 
www .healthcouncilcanada.ca/ en/index. php? option=com_content&task=view &id= 11 &Itemid= 12 
Midwifery facts in Nunavut. Nunatsiaq News, May 12, 2006. 
"The world needs midwives," wa.s the slogan chosen by the International Confederation of 
Midwives, which celebrated the International Day of the Midwife last Friday, May 5. 
To celebrate the day, the Midwives Association ofNunavut published some facts about midwives: 
* Traditional midwives practiced their skills in Nunavut until the mid-seventies. 
* Inuit men also assisted with the birthing. Elders tell us that it was good to have the strong back 
of a man to support the labouring mother's back. 
* Women in Nunavut have and are lobbying to bring birthing back to their home communities. 
* Midwives provide care to pregnant women and their family from the beginning of pregnancy 
to six weeks after the birth of the baby. 
* Ntmavut Arctic College will offer a Maternity Care Worker Course in Rankin Inlet in 
September. This course is the first step to becoming a midwife. 
* The Midwives Association ofNunavut has representatives from across the territory. 
http://www .nunatsiaq. com/news/nunavut/60 512_1 0 .html 
http:/ /www.inuitmidwifery.ca 
Births in Britain - In the 1960s one in every three babies in Britain was born at home, now it is 
only one in 50 babies who is born at home. The 1970 Peel report, with no adequate research, 
recommended that all births occur in hospital. Patricia Hewitt, the current Secretary of State for 
Health, is now encouraging a return to home births, and this is receiving a mixed reaction. Also, 
being able to have a home birth depends on the availability of midwives. In the UK midwives are 
employed by National Health Service (NHS) Trusts (similar to Health Boards) to work in hospitals, 
and may only practice in the community if there are sufficient midwives staffing the hospital. The 
cost of an independent (private) community midwife is approximately £2,500.00. [$2 = about £1]. 
A Mother's Birthright, The Independent on Sunday, May 14, 2006, page 33. 
[www.independent.co.uk] Other articles, pages 1-2, and 6-7. 
The reason why Patricia Hewitt's attempt to promote home births is controversial is not that 
she wants to give women a choice. No one should argue that expectant mothers be put under 
pressure to give birth in hospital. If a mother expecting a normal delivery chooses to have her baby 
at home, that decision should be supported by the health service. As we report today, however, the 
Secretary of State for Health goes further than that. She talks of "a strategic shift towards more 
home birth", which sounds at first blush to be a good thing. We as a nation have rightly grown 
sceptical of the health care model that concentrates everything - medical excellence, emergency 
response and recuperative care -"in massive general hospitals. We recognise the truth in the old 
joke that the trouble with hospitals is that they are full of sick people. The evolution of drug-
resistant bacteria has underlined this point. The emphasis across the National Health Service is 
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now shifting to primary care and decentralised treatments carried out in small clinics or cottage 
hospitals. So when Ms. Hewitt talks of trying to "demedicalise" childbirth, the temptation is to nod 
along in agreement. It is true that childbirth is not an illness, and that for many women, especially 
those having second and subsequent children, it can be straightforward. It is also the case that 
painkilling drugs can be counter-productive, interfering with the natural responses of the mother's 
body or affecting the baby. Equally, there are justified concerns about the increase in the number of 
elective Caesareans, which in some cases are "medicalising" what could be a largely non-medical 
experience. These issues are all separate from the question of where to give birth, however. There 
is no reason why hospital births could not be less medicalised. And there is a good reason why 
most women prefer to give birth in places with full emergency medical back-up. Namely, that it is 
safer for them and for their baby should anything go wrong. This might be the case even with the 
best possible midwifery service - and the NHS is some distance from that at the moment, because 
of staff shortages. Ms. Hewitt would be better advised to focus on the problem of the quality and 
quantity of midwives than on another apparently cost-free "shift of emphasis", which follows her 
recent, more unequivocally welcome, shift from the medicalisation of mental illness. This is 
because it is far too S\veeping a generalisation to think that high-technology chemical intervention 
in human health is a bad thing. Recently, The Independent on Sunday has high-lighted a number of 
cases of new treatments, especially for cancer, that are controversial because they are effective but 
expensive. Women should have the choice of where to give birth on the basis of the best possible 
information. On this point, the approach of the Department of Health should prompt concern. 
Officials talk of commissioning research to challenge the assumption among doctors that hospital 
births are the best option. That sounds suspiciously as if the department intends to find the 
evidence to prove what it wants to prove. More evidence, more research and more information are 
essential, but they must be presented to would-be mothers in a neutral and objective way. 
Ms. Hewitt has misjudged the issue. To the extent that she is trying to ensure that all 
mothers have a meaningful choice between home and hospital births, she should be applauded. To 
go beyond that, however, to seek to encourage more women to have their babies at home, is to take 
a step too far. 
Home vs Hospital. Where would you rather give birth? Cosily by the fire -or in a hi-tech 
room? One midwife to hand- or a team of experts on standby? Sophie Goodchild looks at a 
difficult decision for women. The Independent on Sunday, May 14, 2006, pages 6-7. 
The Health Secretary, Patricia Hewitt, says more women should do it at home, but experts 
warn they are still being denied the right to choose. The news that Patricia Hewitt wants more 
women to give birth at home will outrage clinicians, but delight the natural-birth lobby, who say 
the delivery of babies has shifted too far in favour of "medicalisation". The debate over whether 
childbirth should take place away from the hi-tech environment of the labour ward or surrounded 
with as much pain relief and medical intervention as possible has divided feminists for decades. 
Some experts argue that the doubling in Caesarean deliveries, which account for nearly a quarter of 
all births, is partly down to women exercising choice. However, others blame a shortage of 
midwives and the fact women are given biased information about their choices for increased 
trauma rates among new mothers .... 
Inside story: special delivery [in Britain]: 
10,000 women a year are estimated to develop post-traumatic stress disorder (PTSD) after 
childbirth. 
200,000+ women a year are estimated to feel traumatised by childbirth and develop some of the 
symptoms ofPTSD. 
. 
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£1.6 bn worth of clinical negligence claims have been made relating to obstetrics and gynaecology 
since 1995. 
23% of all births end in Caesarean sections being performed, nearly three-quarters of which are 
done under local anaesthetic. 
41% of Caesareans are planned in advance and are not classed as emergency cases. 
46% of all hospital units provide mobile epidurals for women who want to be able to walk around. 
358 new midwife units are needed to satisfy the current demand for midwife-led units and home 
births. 
2% of births happen at home today, compared to 99 percent at the start of the 20th century. 
1,765 midwifery posts are vacant and midwives are continuing to leave the profession. 
19% of women do not get one-to-one care from their midwife through-out labour. 
69% of birth units have an anaesthetist on site around the clock. 
20% of vaginal births involve the use of epidural or spinal anaesthesia. 
Home births up by 7pc, but rate is still low. Sarah Womack. Daily Telegraph, April 5, 2006. 
An increasing number of women are choosing to give birth at home, according to statistics 
published today. Figures show a rise of seven per cent in the number of mothers having home 
births. In 2004, 15,198 of births (2.14 per cent) took place at home compared with 14,204 (2.06 per 
cent) in 2003. But home birth rates are still low and vary widely. The greatest rise is in Wales, 
where the Welsh Assembly has set a target for 10 per cent of births to take place at home by 2007. 
In the last 12 months, there has been an increase of 16.2 per cent, bringing the average rate to 3.06 
per cent and giving Wales a higher home birth rate than England, Scotland and Northern Ireland . 
. . . The National Childbirth Trust said women were still facing a "postcode lottery" when it came 
to where and how they give birth. It called on Patricia Hewitt, the Health Secretary, to set a 10 per 
cent home birth target for England, as the Welsh Assembly had done. . . . The current shortage of 
midwives also means that little is done to promote home births ..... 
Two-tier NHS care for pregnant women ready to pay £4,000. By Celia Hall Medical Editor. 
The Daily Telegraph, January 21, 2006 
Pregnant women are being offered vastly improved maternity care at a leading NHS 
hospital if they can afford to pay £4,000 for the privilege. The scheme at the Queen Charlotte's and 
Chelsea Hospital, London, gives NHS maternity patients the advantage of a "one-to-one" service 
from a midwife in the later stages of pregnancy and labour, the gold standard of maternity care. 
Women who pay for the service have the normal run ofNHS tests and screens, but unlike other 
NHS patients they can have home visits by their midwife, 24-hour telephone contact and four small 
pre-natal classes with other women in the scheme including a birth rehearsal. The programme, 
called Jentle, has been taken up by 74 women so far. They get to know one or two midwives and 
pay £4,000 for the service before 32 weeks or £3,000 after 32 weeks. A midwife-led birth at a 
private hospital in London costs about £5,000. One-to-one care has been found to reduce the level 
of epidural anaesthetic by 30 per cent and lower the need for episiotomy. Research has found that it 
enhances the experience of pregnancy and birth and that it is cost effective. A spokesman for the 
hospital sajd other NHS patients were not disadvantaged because the money had enabled them to 
pay for an extra two and a half midwives. But the Royal College of Midwives said it was "deeply 
concerned" about the scheme, which was only available to w9men who could pay. "This service 
compromises our belief that every woman is entitled to high quality, one-to-one care from a 
midwife," said Dame Karlene Davis, general secretary of the Royal College of Midwives. Howard 
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Catton, head of policy at the Royal College ofNursing, said: "We believe every woman has a right 
to this standard of care and that it should not depend on her ability to pay. The women with the 
poorest birth outcomes, who would benefit most from this care, are the women who are least likely 
to be able to pay." John Barron, health spokesman for the Conservatives, said: "This is a very 
worrying development and needs to be looked into." A Department of Health spokesman said: "It 
would be completely unacceptable for any hospital to ignore their obligations to provide speedy 
access to NHS treatment. The Department of Health is committed to ensuring that the NHS 
delivers the best possible treatment as quickly as possible, free at the point of need." 
http://www. best 4 sites .net/m edi cine/3 /rmng-2/ child birth/Child-B irth.html 
Neonatal DruK Discontinued. RCM Midwives Journal, 9(3), 81 (March 2006). 
The drug company Roche has announced that it will no longer be producing Konakion 
neonatal ampoules from 31 March, 2006. [In Britain.] 
The drug is used for prophylaxis of vitamin K deficiency bleeding (VKDB) in healthy 
neonates of 36-weeks' gestation or older. Its discontinuation is likely to require changes to clinical 
practice to allow for intramuscular administration. Konakion MM Paediatric can be used 
intramuscularly as well as orally, but there will be a change in the volume of injection. Thus, care 
must be taken to ensure the correct dosage is given. There are no changes to oral VKDB 
prophylaxis with Konakion MM Paediatric. 
Time taken to achieve pregnancy and baby's sex. 
Smits et al. (2005). Time to pregnancy and sex of offspring: Cohort study. British Medical Journal, 
331(7530), 1437-1438. [Cited in RCM Midwives Journal, 9(3), 84.] Experiments show that Y-
bearing sperms swim faster than X-bearing sperms in viscous fluids. The researchers conclude that 
the time taken to get pregnant is positively related to the chance of having a male baby in couples 
who conceive naturally. 
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Allow midwives to participate as 
full members of the healthcare team 
The Problem: A national shortage 
of maternity care providers 
Your family doctor just delivered the good news-you're 
going to have a baby. Congratulations! Unfortunately that's 
all she'll be delivering, since she's one of the 70 percent 
of family doctors in Canada who don't attend births 
anymore.' Moreover, finding a specialist obstetrician 
may be difficult, as they tend to concentrate in urban 
areas and are already working beyond their capacity.ii 
Fortunately, there is another option to a family doctor 
or obstetrician. For women at low risk of complications, 
midwives are safe and effective practitioners who could 
address the current shortage. Yet regulation and funding in 
Canada's provinces and territories are not standardized: 
four provinces and one territory do not certify or fund 
midwives; two provinces that do regulate midwives do 
not pay for their services; and one territory does not 
have legislation certifying midwives but funds them 
in certain circumstances. 
Strategy for Change 
For residents of Ontario, British Columbia, Manitoba, Quebec, 
the Northwest Territories, and Nunavut, provincial/territorial 
insurance plans provide funding for services provided 
by midwives-however, even in these jurisdictions there 
are not enough midwives to meet demand for their services. 
(Midwives also practice widely throughout the European 
Union, Australia, and New Zealand, where they have 
been studied extensively.) Midwives in the other 
Canadian provinces and territory are working to obtain 
regulation and/or funding by provincial governments 
but have been unsuccessful to date.iii 
Research Base 
In numerous studies across Europe, North America, 
Australia, and New Zealand, midwifery has been shown 
to be safe and effective in managing low-risk births in 
three different settings: hospital-based delivery units; 
stand-alone birthing centres; and at home. Low-risk 
mothers and their babies who are cared for by midwives 
fare as well as those cared for by doctors, with similar 
neo-natal mortality rates in all three locations. Women 
with high-risk pregnancies, such as those having twins, 
or who develop complications, such as high blood 
pressure, are referred to doctors.iv-xix 
While the clinical outcomes are comparable, birthing 
mothers who are cared for by midwives are much less 
likely to use drugs for pain relief or undergo surgical 
interventions, particularly if they give birth at home or 
in a stand-alone birthing centre. Use of an epidural, or 
spinal anesthesia, happens for about five to eight percent 
of low-risk women cared for by midwives, while doctors 
in hospitals use them almost 20 percent of the time for 
mothers with similar risk profiles.xiii, xv Episiotomies 
(surgical incisions to prevent traumatic tearing during 
delivery) were performed about 14 percent of the time 
in birthing centres, versus 35 per cent of the time in 
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hospital deliveries.ix, x Midwives are also more likely to allow the 
baby to be born without the use of forceps, vacuum extraction, or 
other interventions-SO to 90 percent of midwife-delivered babies 
are born without intervention, compared to 60 to 70 percent of 
doctor-delivered babies in some studies.ix, xiii, xvii Women being 
cared for by midwives are also significantly less likely to have 
their labour induced through medication and are less likely to 
have a caesarean section. iv, vi-x, xiii, xv, xvii 
Women who choose midwives tend to be very satisfied with their 
care.xx A North American study found 98.7 percent of mothers 
who used a midwife would choose a midwife for the birth of 
their next child.xv In England, a comparison between the care 
provided by midwives and obstetricians found that mothers who 
used midwives were significantly more satisfied with their care 
than a comparison group that had used obstetricians. They 
appreciated having options for where they can give birth, the 
quality of their pre-natal classes and health checks, the information 
and attention they received during labour, and the ongoing 
support they received after the birth.v Finally, midwives provide 
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Conclusion 
Midwives are safe and effective caregivers for women with low-risk 
pregnancies. Yet the reluctance of some provincial governments 
to regulate the profession and/or pay for midwifery services could 
prevent many pregnant women from receiving this high-quality 
care. The challenge of eliminating regulatory and insurance 
barriers, along with overcoming difficulties in obtaining hospital 
admitting privileges and the acceptance and support of other 
front-line clinicians, remains. iii, xxiii, xxiv 
Strikingly, one of the most positive statements for the integration 
of midwifery into Canadian healthcare systems comes from the 
national society representing obstetricians, which noted in 2003 
that uthe integration of midwifery into the obstetrical health-care 
team is fostering excellence in maternity care for Canadian 
women and their families."xxv 
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